The fifteenth meeting of the Forum on Maternity and the Newborn, chaired by Mrs Wendy Savage (Consultant Obstetrician, The London Hospital), was devoted to the issue of 'Birth plans and protocols'.
Purpose of the protocol
The first speaker, Mr Paul Vinall (Consultant Obstetrician, Leeds General Infirmary), described the evolution, under his guidance, of a birth protocol at the Maternity Unit of the Leeds General Infirmary. Up to the time of his appointment, maternity care in the unit had been largely in the hands of the midwives, who determined most of its 'events' by deciding when medical aid should be called, and expected medical practitioners to conform to a rigidly conservative style of management. Following Mr Vinall's appointment in 1980 as consultant obstetrician with special responsibility for the labour ward, a series of meetings took place amongst the staff, at consultant level, from which there emerged a consensus on birth management issues, particularly in abnormal clinical circumstances. The resultant document had, he felt, played a small but crucial part in changing the style of obstetric practice within the hospital.
Mr Vinall maintained that the Leeds protocol represented a set of guidelines which did not require rigid and unthinking adherence, but allowed for individual initiative and thoughtful care. The advantage of its use was to encourage consistency in practice and a yardstick against which future developments could be assessed.
During the period of time over which the protocol had evolved, some interesting and encouraging changes had occurred. There had been a fall in the induction rate from 23% in 1980 to 6.1% in 1985. The number of normal deliveries had increased (from 63.2% to 70%), while the numberofforceps deliveries had declined (from 19.1% to 14.4%); 50% of women delivering in the unit had epidurals and 12% had caesarean sections. Mr Vinall maintained that the introduction of routine electronic fetal monitoring had virtually eliminated intrapartum deaths from asphyxia.
Birth plans
The Forum's second speaker, Sheila Kitzinger (social anthropologist and childbirth educator, Oxford), highlighted differences between traditional cultures and western industrial societies, such as our own. In the former, women largely maintained and controlled the processes surrounding childbirth, where every action was part of a prearranged plan, implicit and understood by everyone, and the traditional rituals reflected the value the society attached to the biophysical functions of its women at any stage of their lives. In our own society, men tended to exert the controlling influence and birth had become a medicosurgical process, with child-bearing women playing relatively little part in obstetric plans.
In response to the present situation, many women in the UK were now formulating their own birth plans; at their most basic, such plans consisted of a series of instructions to care-givers to abstain from intervention. Such an approach might serve only to arouse the resentment of care-givers, but circumstances might prevent the potential for birth plans to become the focus for the development of interaction and mutual education of the woman and her helpers from being realized. Mrs Kitzinger was also critical of some 'hospital-generated' birth plans, which, far from offering women a real choice, sought to assert the power of the institution by defining and limiting the parameters of choice (e.g, presenting a restrictive 'menu' of choices).
Properly understood, the birth plan should, she maintained, be seen as a process (not a one-offevent) arising from the wishes and feelings of the pregnant woman, assisted by the small group of midwives caring for her. Such plans were best couched in general (but not vague) terms 80 as not to circumscribe choices, and, as far as possible, should stress the positive aspects of the woman's requirements (e.g. 'I should prefer a 1 0 or 2 0 tear to an episiotomy, and I hope to be able to deliver slowly to avoid any injury to my perineum' would be preferable to 'I don't want an episiotomy'). They should also allow for the possibility that the woman might change her mind in labour, an aspect which highlighted the need for all women to have received adequate information and to have had the opportunity to discuss possible eventualities prior to the birth. Seen in this way, Mrs Kitzinger believed that birth plans -far from being a fashionable novelty -represented a rediscovery and restoration of women's traditional control ofthe birth environment.
Discussion
In the ensuing general discussion, mixed feelings were expressed about the desirability and implications of both birth plans and protocols. In the case of birth plans, it was felt that fear and a feeling of powerlessness could lead to emphatic statements, couched in negative terms, which implied a lack of trust on the part of the woman in her care-givers.
It was observed, however, that such plans could be counterproductive, leaving little room for manoeuvre, so that women who used them in this way might actually end up with more of the interventions that they had sought to avoid'. While some professionals responded to the criticism implicit in this sort of plan, others might react defensively; such a reaction might be responsible for the hospital-generated 'menu type' birth plan, which represented, in the view of many of those present, another form of coercion in the guise of choice.
It was suggested that the way forward lay in addressing women's fears directly, and providing accurate information. A first step could be for each unit to provide a guide to labour, setting out the way that labour was normally managed there, which women could take away and study. Opportunities could then be provided, as currently happens at King's College Hospital, for discussion at a later date to enable each woman to make specific additional requests should she wish. Such an arrangement has the dual advantage of reducing professional anxiety and reassuring women that birth plans are regarded as normal activity.
Thus, given an underlying willingness to discuss and listen to women's feelings with regard to the conduct of their labour, birth plans could be seen either as a convenient set of reminders to caring staff or as a positive learning experience for pregnant women. Such plans would, however, be rendered largely unnecessary were all pregnant women to receive that generally acknowledged ideal-continuity of care. Even where this was not feasible, greater flexibility in labour ward management had, in one unit, led to a reduction in the number of women who actually took birth plans with them into the labour ward. Paradoxically, units where birth plans were most welcome were also those in which the underlying approach made them least necessary; unwelcome birth plans were still the only means some women had to protect themselves in units with fixed protocols for normal labour.
Paul Vinall had been at pains to stress that the labour ward protocol that he described was for the most part restricted to providing uniformity of Journal of the Royal Society of Medicine Volume 81 February 1988 121 practice in dealing with major obstetric problems or emergencies. There was, however, much debate as to whether protocols, even if they were called guidelines, were appropriate for normal parturient women. There was a large measure of agreement (despite differences in practice between European countries) that such an approach could be of use antenatally in establishing necessary routines for the benefit of all. This consensus did not extend to protocols or guidelines for the management of normal labour.
Much stronger feelings were expressed, particularly by midwives, on this subject. Dogmatic statements such as 'membranes are to be artificially ruptured at 3 cm' were felt to be advocating dangerous, unphysiological routines that took no account of the individuality of women and ran counter to a midwifery training that was designed to produce midwives who could think and act in an intelligent manner. Even Paul Vinall's tentative phraseology 'It is usual for .. .' or 'In this unit we tend to .. .', which was designed to provide some margin for initiative, was strongly criticized for substituting veiled directives for explicit ones. At the 'shop floor level' great conflicts were created between midwives and doctors as well as within individual midwives as they tried to balance the obligations of their Code of Practice with the needs of an individual woman. In this situation, birth plans were an enormous help to midwives in avoiding such conflicts, as they provided the only legitimate means of ignoring the protocol.
Improving the system
From the chair, Mrs Savage asked the Forum to make specific, practical proposals to improve the situation. The meeting formulated the following recommendations:
(1) Use professional journals to open up discussion of birth plans and protocols amongst obstetricians, possibly by publishing examples (e.g. King's).
(2) Encourage all Health Districts to make copies of existing antenatal, postnatal and labour ward protocols/guidelines (preferably with reasons) available to every woman in the antenatal clinicas had been done in Tower Hamlets. (3) Follow this up by providing time for women to discuss the above, over a number of weeks, with a midwife or obstetrician, possibly with a view to making a birth plan (particularly if she wishes her care to be different in any respect).
(4) Encourage all units to publish figures each year,
showing particularly the intervention rates, so that women can make a more informed choice.
(Where computer facilities exist, the figures could be published for each consultant within each unit.) (5) Encourage professionals to place more emphasis on promoting health and normal physiology rather than detecting and correcting abnormality. (6) In line with the recommendations of the Griffith report, establish a more effective system of obtaining feedback from women who have 'passed through the unit'. (7) Commend to all districts the appointment of fulltime obstetricians for the labour wards. Although this currently runs counter to the policy of the Royal College of Obstetricians and Gynaecologists, it was felt that under the present system, abnormalities were often handed on by midwives to junior doctors who were inadequately backed by their seniors.
(8) A more radical, long-term solution to the 'power struggle' between women and their caretakers would be to equalize the relationship. This would most easily be achieved by the provision of continuity of care by independent midwives. The Venous Forum meeting on 31 October 1986 was the first to be held in the Society's redecorated new splendour. Speakers included both doctors and nurses and represented the many disciplines involved in the investigation and management of venous disorders.
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It was no surprise that the perennial problem of venous ulceration was the largest single topic. The opening paper was by Dr I H J Bourne, a general practitioner and one-time research assistant at the Hammersmith Hospital, who explained the continued flow of blood in 'collapsed' veins by the persistence of patent lateral channels. Professor R Beard, Professor of Gynaecology at St Mary's Hospital, London, reminded the audience of the importance of pelvic venous congestion as a cause of chronic pain and reported his department's early results of the effect of dihydroergotamine in reducing venous diameter and improving symptoms. Professor C C Michel, Department of Physiology, St Mary's Hospital, showed that sitting with the foot dependent raised the haematocrit and plasma protein concentration due to fluid filtration from the plasma. Plasminogen activator levels in the foot veins also rose but white cells and platelet numbers were not increased in venous blood leaving the feet. This produced lively discussion about what happened to these lost cells; apparently animal studies have shown that white cells can accumulate in the capillaries and can block them. This observation may be important in the aetiology of venous ulceration.
A new technique of measuring blood fibrinolytic activity, using 125I.fibrinogen in vitro, was described by Mrs T Harbourne, also from St Mary's, who described decreased fibrinolytic activity in patients with recent idiopathic deep vein thrombosis. This paper was followed by an elegant guest lecture by Dr Jacqueline Conard of Paris, who achieved the impossible by describing normal and disordered coagulation and fibrinolysis so clearly to an audience consisting largely of general and vascular surgeons and nurses that they both understood and enjoyed it.
There were 11 papers on the post-thrombotic syndrome and venous ulceration, the first of which, by Dr R P Macdonagh of Nottingham University, was an investigation of calf muscle strength and range of ankle movement in patients with venous ulcers compared with normal controls. It was not clear whether the relative muscle weakness and limitation of ankle movement contributed to or was the result of longstanding ulceration. This was followed by a description of air plethysmography in the quantitative measurement of venous reflux by Dr S Vasdekis of St Mary's Hospital. This 'method was apparently unable to distinguish superficial from deep reflux, requiring the additional use of Doppler ultrasound or, more expensively, a Duplex scanner to do so, and it did not seem to have any obvious advantages over photoplethysmography.
In his paper on the conservative management of venous ulceration, Dr P Mortimer of St George's Hospital, London, emphasized the high incidence of contact sensitivity in these patients. This is not a new subject and similar papers were presented to the Forum by dermatologists at both the Edinburgh (26 October 1984; unpublished) and Northwick Park (May 1987 JRSM, p 323) meetings. Its importance certainly justifies reiteration. He was followed by Jean Moores, a district nursing sister from Bournemouth, who emphasized the workload that venous ulceration places on community nurses and described the need for supervision following deep vein thrombosis and for properly organized ulcer clinics. Dr T Jones, of the MRC Department of Nuclear Physics, described his studies on metabolic abnormalities of venous ulceration using the isotope oxygen 15. This method had demonstrated both increased blood flow and reduced oxygen extraction in the region of venous ulcers.
Skin oxygentension measurement by the radiometer electrode method had been studied by Mr M C Stacey of St Thomas', who found the method unreliable as a prognostic indicator for recurrent ulceration. Mr E L Gilliland, from Northwick Park, did find some improvements in the results of such measurements in patients whose ulcers had healed following venous surgery or graduated compression stockings. Another and simpler method of prediction was described by Dr M Kapasi, a Glasgow general practitioner, who had undertaken a study of the prevalence of liposclerosis with his colleagues by means of a postal questionnaire.
A variety of subjects occupied the final session. Dr M J Charig, an Oxford radiologist, concluded that an emergency venography service was worthwhile, at least at the John Radcliffe Hospital. Mr A M N Gardner, from Torquay, showed his video film illustrating the use of a pneumatic foot pump for increasing venous return. Dr C Coleman of Dublin presented the results of Greenfield filter insertion in 30 patients. Dr D C Mitchell had found Doppler ultrasound useful in detecting saphenous
